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Since its invention, the telephone has been
an important tool in medical practice,
particularly for primary care physicians.
Approximately half the calls made to a
physician's office during regular consulting
hours are for clinical problems and most are
handled effectively over the phone without
an immediate office visit. Telephone
encounters are generally very brief, and
managing such calls requires a pragmatic
approach that is often quite different from
the approach taken in the office visit. The
telephone encounter should be recognized
and recorded as a specific medical
interaction in the medical chart for both
clinical and legal reasons. Effective
telephone encounters depend on good
communication skills; decision making
regarding disposition is a major goal. The
physician's perception of a medical problem
may be different from the patient's; patients
are frequently seeking advice and
reassurance rather than diagnosis and
treatment, and may call because of anxiety
and psychological stress. For physicians and
their families who are not prepared for after-
hours telephone encounters, calls that
interrupt more "legitimate" activities may
result in anger or frustration for the
physician and dissatisfaction for the patient.
(Can Fam Physician 1989; 35:123-128.)
L'invention du telephone s'est averee une
contribution importante a la pratique de la medecine,
particulierement pour les medecins de premiere
ligne. Pendant les heures regulieres de consultation
au bureau, environ 50% des appels concement des
problemes ciniques dont la majorite peuvent trouver
leur solution sans que le patient ait a se rendre au
bureau. Les communications telephoniques sont
generalement tres breves et necessitent une approche
pratique souvent tres differente de celle des visites au
bureau. Le dossier medical doit reserver une section
pour inscrire le contenu de la conversation
telephonique, comme une interaction medicale
specifique, autant pour des raisons clniques que
legales. L'efficacite des contacts telephoniques exige
de bonnes habiletes de communication puisqu'au
moment de raccrocher, une decision doit
habituellement etre prise. II peut y avoir une
difference entre la perception du probleme par le
medecin et celle du patient; il arrive frequemment
que les patients ne desirent obtenir que des conseils
ou se faire rassurer plutot que de chercher un
diagnostic ou un traitement, et leurs appels ont
souvent 'a l'origine une anxiete ou un stress
psychologique. Les medecins et leurs familles, qui ne
laissent pas de place aux communications
telephoniques apres les heures regulieres, risquent
de percevoir ces appels comme des menaces aux
activites "legitimes", d'eprouver un sentiment de
frustration et d'agressivite et d'engendrer une
insatisfaction chez le patient.
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IN THE EARLY 20th century,
family physicians were quick to
recognize the value of the telephone
to their practice. The new technology
reduced house calls, revolutionized
the organization of daily workload,
and speeded up communication with
hospitals, specialists, drugstores, and
other local agencies. In this article,
current aspects of the use of the tele-
phone in office practice are re-
viewed.'
The telephone is a routine part of
the North American medical health
system and an essential tool for
health professionals in the organiza-
tion of health care. Patterns of tele-
phone use by patients and physicians
are affected by many factors, includ-
ing medical specialty, socio-economic
circumstances, geographic region,
morbidity, and psychosocial reasons
for calling the doctor.
Approximately 15% of all ambula-
tory medical contacts in the United
States are made by telephone as com-
pared to 57% for office visits, 2% for
home visits, and 15% for hospital
visits.2 Table 1 shows the degree to
which telephone encounters contri-
bute to ambulatory medical care in
different specialties.3 Medical special-
ties that deal mostly with self-limiting
diseases, as well as with normal
growth and development, receive the
greater number of calls, but even
those with a significant in-patient
practice may spend a valuable part of
their time dealing with patients on
the telephone.
Of the more than 132 million tele-
phone contacts for medical care made
in the United States in 1975, 63%
were made by females and 37% by
males; 33% of the contacts concerned
children under the age of 15 years.4
Studies in family-practice offices have
shown ratios of office telephone calls
to office visits of 0.24 to 1.9.5 In a re-
cent article, Spencer and Daugird re-
ported that 83% of these calls did not
necessitate an office visit, and that
58.2% were handled through a mes-
sage system rather than directly by
the physician.5 A study by Greenlick
and colleagues showed a difference in
distribution by type of call- admin-
istrative or clinical- between young-
er and older populations but very lit-
tle difference by sex.6 Calls from
younger people were much more
likely to involve concerns about
symptoms; those from an older popu-
lation with more chronic disease,
were most likely to involve prescrip-
tions. For after-hour calls, the distri-
bution for people phoning for them-
selves was 29.7% for women and
10.4% for men; an equal number of
men and women, 2.7% called in be-
half of a spouse; however, a larger
percentage of mothers, 23.2%, called
for children than did fathers, 5.3%.7
Calls to physicians' offices may be
broken down into two major catego-
ries: calls relating to clinical problems
and calls relating to administrative is-
sues, including laboratory results,
prescriptions, and consults with col-
leagues. In most practices, clinical
problems represent about half the
calls received during office hours, but
this figure can vary between 16% and
80%.8,9
Although "advice" is the most fre-
quent type of phone management by
health professionals, prescribing by
phone is both a common and an im-
portant practice. Prescribing medica-
tions over the telephone is a unique
aspect of health care in America, re-
presenting about 9% of all prescrip-
tions issued to adults and 10% to
29% of those given to children.10
The management of telephone calls
for both administrative and clinical
care is a major consideration in clin-
ics run by prepaid health plans, and
trained nurses are often used to triage
calls and manage a wide range of
Table 1
Patient Encounters/Settings3
problems.'"-'3 A number of manuals
containing specific protocols for tele-
phone management have been devel-
oped for triage systems.1446
Since the telephone encounter is
used for the same purposes as an of-
fice visit, the same medico-legal con-
siderations apply. Documentation
should be kept in the medical record
or logbook of whatever occurred dur-
ing the telephone encounter. A writ-
ten or transcribed message that goes
in the chart may be of more than in-
formational value to physicians, their
colleagues, or their office staff; it may
also serve as an important document
in the event of any dispute that arises
over telephone contacts, especially
those relating to prescriptions. "The
telephone conversations most fre-
quently at issue in malpractice suits
seem to involve prescriptions and not
misdiagnosis or other dangers that
might appear more obvious."'17
Unique Context of the
Telephone Interview
Several studies have demonstrated
that physicians more often show ina-
dequacies when using the telephone
for medical care than they do in face-
to-face encounters.18'19 Some of the
reasons for these inadequacies fol-
low: the telephone encounter is not
regarded as a formal medical contact
in the medical school curriculum; lit-
tle, if any, formal training is given in
the area of telephone medicine; the
setting of the telephone encounter of-
ten alters the communication patterns
of the physician; the telephone en-
counter often occurs in stressful situa-
tions, such as night-time or social oc-
casions, and may be viewed as an
intrusion into the private life of the
health-care provider.
A small proportion of calls exhibit
"signal" behaviour. A symptom is
presented that signals an underlying
Ambulatory Hospital lnpt. Telephone
Speciafty Encounters (%)° Encounters (%) Encounters (%)
General practice 61.5 19.0 19.5
Family practice 60.8 20.7 18.5
Pediatrics 55.2 16.3 28.5
Internal medicine 39.7 35.7 24.6
Ob/Gyn 53.7 25.7 19.6
ENT 67.6 19.8 12.6
Dermatology 85.5 5.6 8.9
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problem that may be medical, psy-
chological, or social. These contacts
may be indirect calls for help and may
be characterized by inappropriate
telephone behaviour, a hostile com-
munication style, or repeated contact
for "trivialities" or medications.
As with all illness-behaviour pat-
terns, most people use the lay referral
system before consulting a health-
care professional. Frequently such
discussions are delayed until family
or friends get together at the end of
the working day or on weekends, and
the result is sometimes an after-hours
call for minor problems.20
Some people use the telephone for
medical care because it is usually
more economical than an office visit.
This may be particularly important in
rural areas where patients live some
distance from the physician's office
and in low-income communities
where an office visit is a serious cost
consideration.5 Others, such as per-
sons without means of transportation
or working single parents, may ap-
preciate the convenience. The tele-
phone is also widely used for follow-
up care by counsellors, psychiatrists,
and nurses; more recently it has been




As with all medical encounters, the
effectiveness of a telephone encoun-
ter depends on the physician's skills
in determining the nature of the
problem, in developing and maintain-
ing a therapeutic relationship, in
communicating information, and in
implementing a treatment plan. The
effective telephone encounter is
based on five core areas: communica-
tion, history taking, decision making,
management, and contracting/
compliance; these areas are closely
related and interdependent.
Communication skills
Good communication skills pro-
vide the cornerstone of an efficient
medical encounter. When dealing
with patients on the telephone, physi-
cians must rely solely on their listen-
ing and speaking skills in order to
compensate for the lack of visual in-
formation. Increased awareness of
the uses of language, of socio-cultural
expectations, and of hidden agenda
can facilitate and improve telephone
communication.
On the telephone, the pitch, pause,
intonation, speech rate, volume, and
word stress assume greater impor-
tance because of the absence of non-
verbal cues such as facial expression,
gestures, and posture. The caller's
rapid speech patterns, long pauses,
high pitch, monotonous intonation,
for instance, may lead the physician
to make assumptions about the "hid-
den agenda" and psychological
framework of the caller.26 Physicians
can use their awareness of non-word
signals not only to gain valuable in-
formation about their patients but
also to convey to patients their own
precise meaning.
Many studies have shown how a
failure to communicate or to under-
stand may result from a difference in
cultural background.27 An under-
standing of the social context of a call
is particularly important because of
the sometimes vital nature of the in-
formation relating to social circum-
stances that is being communicated.
For telephone encounters, this means
that physicians must adapt their inter-
viewing techniques and listening skills
to suit the particular caller. Where
open-ended questioning might be ef-
fective and efficient for data collec-
tion with one type of caller, very spe-
cific questions may be necessary with
another. Of course, the more familiar
a physician is with the caller, the
more certain he or she will be about
interpreting the caller's presentation
of the problem and deciding on the
subsequent management. In a survey
of after-hours callers, Evens and col-
leagues noted that there was often
dissonance between the physician's
assessment of the main reason for the
call and that of the caller or patient.20
The physician tended to "medicalize"
the situation believing that the pa-
tient needed a diagnosis and treat-
ment, while patients were more inter-
ested in clarification of their problem,
and in reassurance that it was not se-
rious and that they could manage it.
The dissonance was often associated
with evidence of frustration and an-
ger on the part of the physician.20
Patient satisfaction has been corre-
lated with the physician's ability to
communicate effectively. In a study
of patient satisfaction by DeMatteo
and Hayes, it was found that patients
who judged that their physicians were
effective communicators also consid-
ered them to be technically compe-
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tent and to be providing appropriate
and effective care.28 Good communi-
cation influences all other areas of the
medical encounter.
Some of the important components
of effective telephone communication
skills are: speaking with proper clari-
ty, and using an appropriate rate of
speech and tone of voice, and effec-
tive silences and pauses; listening ac-
tively; remaining open to new verbal
cues; avoiding medical jargon and
over-explanation; using open-ended
and specific questions efficiently; fo-
cusing on the caller's problem; using
confrontation appropriately; discov-
ering the patient's fears about the
problem; assessing the patient's emo-
tional state; instilling confidence; giv-
ing patient education and appropriate
reassurance; encouraging proper fol-
low-up.
History taking
Although physicians are carefully
trained to take medical histories from
patients, the organizing principle of
history taking seems to suffer during
a telephone encounter. Traditional
history-taking methods do not work if
one has only two minutes for the con-
tact (the average for pediatric calls is
two to three minutes and for family
physicians 1.6 minutes), and if deci-
sion making is focused on triage and
disposition rather than on diagnosis
and treatment.5'2 Several studies
have shown inadequacies in physi-
cians' history taking on the
telephone.19892931 In Perrin and
Goodman's comparative study of pe-
diatricians' telephone management
skills, it was found that nurse practi-
tioners consistently obtained more
historical information than did house
officers or practicing pediatricians. 18
Although there are no data indicat-
ing that inadequate history taking
leads to inappropriate dispositions, a
study by Levy and colleagues showed
that even in telephone calls to an
emergency room, the staff, including
nurses and physicians, often failed to
obtain essential baseline information:
"In 46% of the calls to the ER, the
age of the child was neither offered
by the caller nor elicited by the
provider. "29
Obtaining a clinical history re-
quires collaboration between doctor
and patient. In obtaining an accurate
and efficient history, the physician
should not expect the story to flow in
a logical manner. Most histories do
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not unfold in a rational, "textbook"
sequence of steps. However, the order
in which a patient mentions symptoms
is important, and what is left out of the
patient's story may also be
important.32 This means that the phy-
sician may have to backtrack at times
or reassess the initial diagnostic hy-
pothesis.
Social history may or may not be
relevant in a telephone encounter.
The decision to see a patient late at
night may be based partly on the
availability of family or friends either
to bring the patient in or to care for
him or her until the next day. Obtain-
ing a social history on the telephone
may be critical where there is a ques-
tion of child or spouse abuse, alcohol-
ism, or drug ingestion. Knowledge of
an occupational or marital problem
may affect the disposition of callers
who present with symptoms that may
be related to stress. Social and family
histories will generally be relevant in
calls with hidden agenda. In other
calls, such as those relating to acute
trauma, it may not be necessary for
the physician to gather any social his-
tory other than, "Have you a way of
reaching the hospital/clinic/office?"
The important components of ef-
fective history taking are to introduce
oneself, obtain the basic information,
organize the flow of conversation,
speak directly to the patient if possi-
ble, help the caller describe the ill-
ness, determine the urgency of needs,
and take a psychosocial history when
relevant to the call.
Decision making
Decision making on the telephone
is a skill that differs significantly from
decision making in a face-to-face en-
counter. Four reasons for this are:
* The physician must rely on the call-
er's description of physical findings.
Successful problem identification will
depend on the physician's communi-
cation and history-taking skills.
* The diagnosis need be no more spe-
cific than is necessary for immediate
management. The first priority in a
telephone encounter is to identify the
problem in order to determine
whether or not to make an immediate
disposition.
The physician must learn appropri-
ate screening questions, striking a
balance between questions that are
broad and those that may become in-
creasingly specific.14 Useful screening
questions are those that assess the pa-
126
tient's general condition, such as,
"How active has your child been over
the last few hours?"
* The physician must be sensitive to
modifying circumstances. The time of
call, distance of patient to office, clin-
ic, or hospital, social setting of pa-
tient and physician, familiarity with
the caller/patient, availability of sup-
port systems to patient, anxiety level
of the caller/patient, and other non-
medical considerations will affect the
clinical decisions.
* The decisions made on the tele-
phone are usually taken by a single
individual without access to immedi-
ate supportive consultations with col-
leagues or recourse to medical litera-
ture.
It is not uncommon for new data to
be offered during an encounter that
are at variance with the problem ini-
tially identified and are very much
like the "by the way, doctor" com-
ments made by patients as they are
about to leave the room at an office
visit. Physicians may frequently ig-
nore or underestimate such informa-
tion, added after they have made a
decision. When new cues are recog-
nized, physicians must backtrack
along the flow of events to reassess
their initial decision and re-enter the
problem-identification process.
Management
One of the distinguishing features
of a telephone encounter is the em-
phasis on management rather than on
diagnosis. Correct problem identifica-
tion is the major factor in determin-
ing the appropriateness of manage-
ment and disposition.
The decision to see or not to see a
patient is the most critical one that
the physician makes on the tele-
phone. In family practice and pedia-
tric office practice, about 70% of tele-
phone-contact patients are not seen
by the physician.5'33 After office
hours, the same proportions apply;
for instance, the five years of after-
hours data from our Family Practice
Center show that 65.2% of calls were
handled by phone only, 18% were
seen in the clinic, and 4.9% were
seen in the emergency room after the
initial call.7
When follow-up requires a return
call, the physician, whenever possi-
ble, should ask the patient to be re-
sponsible for the call back. This tactic
eliminates a good many potential
problems for physicians who tend to
over-commit themselves to calling
back numerous patients.
The key elements to effective man-
agement of telephone encounters are
identifying the problem correctly,
stating an opinion about the nature
and seriousness of the problem, of-
fering advice, and prescribing. Medi-
cations prescribed over the telephone
should generally be the most innocu-
ous possible; over-the-counter drugs
should be used when possible, since
they are usually cheaper and save
telephone calls to the pharmacy.
Brand names that are most easily
spelled are preferred to those with
more difficult, potentially confusing
names. It is important for the physi-
cian to keep a written record of medi-
cations prescribed by telephone. The
addition of a telephone-prescription
flow sheet to each patient's medical
chart would enable the physician,
when in the office, to see at a glance
which medications a patient is taking,
which medications he may be allergic
to, and which patients may be possi-
ble drug abusers.
Contractinglcompliance
Because of the nature of most
problems presented on the telephone
- problems that are usually patient
initiated; immediate, specific, and
self-limiting - contracting with the
patient and obtaining co-operation
can be easier to achieve than in an of-
fice encounter. In a 1968 study on pa-
tient compliance, Milton Davis found
that patients with more serious and
more severe ailments were less likely
to follow the doctor's orders.4 Pa-
tients with more severe problems
have more regimens and consequent-
ly a greater choice, which increases
the possibility of non-compliance;
again, the more a person is required
to change behaviour to follow the
doctor's advice, the less likely he or
she is to comply. The nature of the
advice given in a telephone encounter
would be unlikely to involve the call-
er in relinquishing personal habits or
changing behaviour in a significant
way.
Before medication or therapy can
be suggested, it is necessary for the
physician to know if compliance is
feasible. Can the caller get to a phar-
macy at midnight? Does the mother
know how to take the baby's temper-
ature correctly? A study by Ott and
associates demonstrated that four out
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of five health-care professionals who
attempted to prescribe alternating
doses of aspirin and acetaminophen
for fever were unable to do so in a
manner that was understandable by
the average person.19 The health-care
provider must know if the caller has
understood the instructions, is in
agreement with the plan, and is able to
carry it out.
It is critical to have feedback from
callers so that the physician knows
not only if the patient has understood
but also if the physician has met the
patient's expectations. In Perrin's stu-
dy of telephone management in pedi-
atrics, most health-care providers
failed to assure themselves that the
mothers understood the diagnosis be-
fore terminating the interview. None
of the practising pediatricians asked
the mother if she had any questions
about their advice before ending the
call.18
The important components in ef-
fective contracting/compliance are
suggesting a plan, establishing feasi-
bility of the plan, negotiating with the
caller, confirming the plan with the
caller, making a definite statement
about follow-up, offering the oppor-
tunity for further questions, and of-
fering appropriate patient education.
Practical Aspects of
"Telephone Medicine"
In the office setting, telephone calls
usually come through some form of
triage system. The caller's first con-
tact may be the receptionist or tele-
phone operator, who deals with a
whole gamut of clinical and adminis-
trative calls. Most reception staffs are
trained "on the job", and this circum-
stance leads to variation in the quality
of their work. A number of training
workshops are regularly offered by
practice-management consultants for
both office staff and health-care pro-
viders. Although such workshops are
expensive, it is often invaluable for at
least one member of an office staff to
attend in order to train others. Other
programs offer audio-cassettes to
trigger discussions, and these cas-
settes have proved to be valuable and
popular with private primary care offi-
ces and training seminars.35
Careful planning will aid in the
smooth management of the office
telephone system. Protocols and
training sessions can help the office
staff to make more accurate and ef-
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fective decisions about the urgency
and disposition of clinical calls. Chart
1 lists some call-management issues
that need clarification in each prac-
tice.
Many physicians who arrange spe-
cific call-in telephone hours have
found that this arrangement is effi-
cient for them and popular with pa-
tients. (Some practices charge for this
service.) Good patient education en-
sures that the call-in system works to
everyone's advantage. Calls to the
physician's home represent, par
excellence, the intrusive nature of the
profession of medicine on personal
life. It is important to reserve home
calls for emergencies only or for the
physician to work out an after-office-
hours system for handling emergency
calls. This system will vary widely
with the type of practice. The physi-
cian must also discuss and clarify the
issue of home calls with his or her
family and come to some understand-
ing and agreement about the relative
importance of professional and home
life. If this is done, the inevitable
telephone calls to the physician's
home should not produce serious
family resentments over the years. U
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Chart 1
Call Management Issues
1. Incoming call load
2. Number of telephone lines
3. Availability of an unlisted
number for urgent or private
out-going calls
4. Development of telephone
management protocols
5. Handling of office emergencies
6. Training sessions for reception
staff and nurses
7. Triage methods
8. Recording of messages
9. Handling of prescriptions/refills
10. Handling of laboratory test
results
11. Calling patients back
12. Telephone hour for taking calls
13. Charges for telephone care
14. Inclusion of telephone-usage
information in office brochure
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be blocked by domperidone. There is indirect evidence that emesis is also inhibited atthe gastric level, since domperidone
also inhibits emesis induced by oral levodopa, and local gastric wall concentrations following oral domperidone are much
greaterthan those of the plasma and other organs. Domperidone does not readily cross the blood-brain barrier and there-
fore is not expected to have central effects. Domperidone elevates serum prolactin levels but has no effect on circulating
aldosterone levels. In man, peak plasma levels of domperidone occur within 10 to 30 minutes following intramuscular
injection and 30 minutes after oral (fasted) administration. Plasma concentrations two hours after oral administration are
lowerthan following intramuscular injection, and this is likely the result of hepatic first-pass and gut wall metabolism. Peak
plasma concentrations are 40 ng/ml following an i.m. injection of 10 mg, 20 ng/ml after a single 10 mg tablet, and 70-100
ng/ml after oral doses of 60 mg (tablets or oral drops). The half-life was calculated as approximately7.Ohours in each case.
The degree of human plasma protein binding was calculated from tritiated domperidone concentrations of 10 and 100
ng/ml as 91.7 and 93.0%, respectively. The major metabolic pathways for domperidone in man are hydroxylation and oxi-
dative N-dealkylation, the products of which are hydroxydomperidone and 2,3 dihydro-2-oxo-1-H-benzimidazol-1-pr-
pionic acid, respectively. Afteroral administration of 40mg 4C-domperidone to healthy volunteers, 31%of the radioactivity
is excreted in the urine and 66% in the faeces over a period of 4 days. INDICATIONS AND CUNICAL USE: MOTILIUM is
indicated in the symptomatic management of upper gastrointestinal motility disorders associated with chronic and sub-
acute gastritis and diabetic gastroparesis. MOTILIUM may also be used to prevent gastrointestinal symptoms associated
with the use of dopamine agonist antiparkinsonian agents. CONTRAINDICATIONS: MOTILIUM is contraindicated in patients
with known sensitivity or intolerance to the drug. Domperidone should not be used whenever gastrointestinal stimulation
might be dangerous, i.e., gastrointestinal haemorrhage or mechanical obstruction. WARNINGS: Dopamine receptor
blocking agents elevate prolactin levels; the elevation persists during chronic administration. Tissue culture experiments
indicate that approximately one-third of human breast cancers are prolactin dependent in vitro, a factor of potential impor-
tance if the prescription of these drugs is contemplated in a patient with a previously detected breast cancer. Although
disturbances such as galactorrhea, amenorrhea, gynecomastia, and impotence have been reported, the clinical signifi-
cance of elevated serum prolactin levels is unknown for most patients. An increase in mammary neoplasms has been found
in rodents after chronic administration of dopamine receptor blocking agents. Neither clinical studies nor epidemiologic
studies conducted to date, however, have shown an association between chronic administration of these drugs and mam-
mary tumorigenesis. The available evidence is considered too limited to be conclusive at this time. Use In pregnancy While
animal studies have not shown drug related teratogenic or primary embryotoxic effect on animal fetuses, comparable
studies have not been performed in pregnant women. For this reason, MOTILIUM should not be used in pregnant women
unless the expected benefit outweighs the potential hazard. Use During Lactation Domperidone is excreted in breast milk
in very low concentrations. Caution should be exercised when domperidone is administered to nursing mothers. Use In
Children The safety and efficacy of domperidone in children have not been established, therefore, domperidone should
not be used in children. PRECAUTIONS: In the event that the patient develops galactorrhea and/or gynecomastia, with-
drawal of the drug will result in alleviation of these symptoms. The concomitant administration of anticholinergic drugs
may compromise the beneficial effects of MOTILIUM. Since domperidone enhances gastric and small intestinal motility,
it may accelerate absorption of drugs from the small bowel while slowing absorption of drugs taken up from the stomach.
Care should be exercised when domperidone is administered in combination with MAO inhibitors. Domperidone absorp-
tion requires some gastric acidity, therefore, concomitant administration of high doses of antacids and H2-receptor block-
ers should be avoided. ADVERSE REACTIONS: In clinical studies with oral MOTILIUM the overall incidence of side effects
with domperidone was < 7%.Some of these side effects are an extension of the dopamine antagonist properties of dom-
peridone. Most side effects resolve spontaneously during continued therapy or are easily tolerated. The more serious or
troublesome side effects (galactorrhea, gynecomastia, menstrual irregularities) are dose-related and gradually resolve after
lowering the dose or discontinuing of therapy. Central Nervous System (4.6%): dry mouth (1.9%), headache/migrane
(1.2%), insomnia, nervousness, dizziness, thirst, lethargy, irritability (all < 1%)Gastrointestlnal 2.4%): abdominal cramps,
diarrhea, regurgitation, changes in appetite, nausea, heartburn, constipation (all < 1%) Endocrinological (1.3%): hot
flushes, mastalgia, galactorrhea, gynecomastia, menstrual irregularities Urinary (0.8%): urinary frequency, dysuria
Mucocutaneous (1.1%): rash, pruritus, urticaria, stomatitis, conjunctivitis Cardiovascular (0.5%): edema, palpitations,
irregularities Urinary (0.8%): urinary frequency, dysuria Mucocutaneous (1.1%): rash, pruritus, urticaria, stomatitis,
conjunctivitis Cardiovascular (0.5%): edema, palpitations Musculoskeletal (0.1%:) leg cramps, asthenia Miscella-
neous (0.1%): drug intolerance Laboratory parameters: elevated serum prolactin, elevation of SGOT, SGPT and choles-
terol (all < 1.0%) SYMPTOMS AND TREATMENT OF OVERDOSAGE: There has been no experience with overdosage of
MOTILIUM, however, based on the pharmacologica4 properties of domperidone, CNS effects (dyskinesias) and cardio-
vascular effects (arrythmia, hypotension) might possibly occur. Treatment is gastric lavage with close observation and
supportive therapy. DOSAGE AND ADMINISTRATION: Upper gastrointestinal motility disorders: The usual dosage in
adults is 10 mg orally 3 to 4 times a day, 15 to 30 minutes before meals and at bedtime if required. In severe or resistant
cases the dose may be increased to a maximum of 20 mg 3 to 4 times a day. Nausea and vomiting associated with dopa-
mine agonist antiparkinsonian agents: The usual dosage in adults is 20 mg orally 3 to 4 times a day. Higher doses may
be required to achieve symptom control while titration of the antiparkinsonian medication is occurring. AVAILABILITY:
Each white to faintly cream film-coated tablet of MOTILIUM contains: 10 mg domperidone. Available in boxes containing
5 blister packs of 20 tablets each. MOTILIUM tablets should be protected from light and moisture. Domperidone is a
Schedule F drug. Product Monograph available on request.
REFERENCE: 1. Sidorov, J.J., UpperGastrointestinal Motility Disorders, Symposium Highlights, MES Publications, 1985.
mP_AA_81 JANSSEN Pharmaceutica Inc.




128 CAN. FAM. PHYSICIAN Vol. 35: JANUARY 1989
